Original Article introduction Adolescence, marked by the physiological signs and surging sexual hormones of puberty, has three expected developmental stages such as increased risk-taking, increased sexual behavior, and a move toward peer affiliation rather than primary family attachments. Psychological maladjustment, self-loathing, disturbance of conduct, substance abuse, affective disorders, and other impairing psychiatric disorders emerge in approximately 20% of adolescent population. [1] The WHO defines adolescents as young people aged 10-19 years and estimates of 1.2 billion adolescents, a fifth of world population with four out of five living in the developing countries. According to 2011 census, 20.9% of the Indian population is in adolescent age group, approximately 253 million (one-fourth of Indian population). The National Mental Health Survey of India, 2015-2016, pointed out that the prevalence of mental disorders in the age group of 13-17 years was 7.3% and nearly equal in both genders. Nearly 9.8 million adolescents are in need of active interventions. [2, 3] There are several challenges in meeting the mental health needs of adolescents. One major challenge is that adolescent mental health needs often go undetected. There
is a natural reluctance to diagnose mental disorder in adolescents from fears of adverse effects of being labeled and stigmatizing young people by identifying them as psychiatric patients. In addition to that, substance abuse among adolescents is also a major concern, especially in the northeastern state of Manipur, leading to comorbid psychiatric illnesses in majority of them. The present study attempts to explore the morbidity load of categorized mental disorders in the adolescents of this region and aims to document sociodemographic profiles, psychiatric morbidity, and substance use pattern among the adolescents attending the Department of Psychiatry of a tertiary hospital of Manipur, India.
suBjEcts and mEthods
This study has been conducted at the Department of Psychiatry of a tertiary hospital of Manipur, India, from September 2015 to August 2017, after being approved by the Research Ethics Board of the Institute. After considering exclusion criteria, a total number of 474 adolescent patients in the age group of 10-19 years who attended the psychiatric outpatient department (OPD) and/or admitted to the psychiatric ward were taken for the study. Valid written consent was taken from patients themselves (aged above 18 years and above) and from parents/legal guardians of them (aged 10-17 years). Prestructured and pretested pro forma comprising sociodemographic questionnaire and psychiatric case history was used for the study. Youth self-report version of Pediatric Symptom Checklist (PSC-Y) and Brief Psychiatric Rating Scale for children were used for initial psychological assessment. [4] ICD-10 was used for categorizing the final diagnosis.
Descriptive and inferential statistical analysis has been carried out in the present study. Results on continuous measurements are presented on mean ± standard deviation (Min-Max) and categorical measurements in number (%). Chi-square test has been used to find the significance of study parameters on categorical scale between two or more groups, wherever suitable. Majority sought self referral or were brought by family (58.4% ), 9.9% were referred from Medicine OPD, 9.7% by general practitioners, 6.3% from emergency services, 5.9% from Pediatric OPD, and 0.5% from Neurology OPD [ Table 1 ].
As per ICD-10 classification, neurotic, stress-related, and somatoform disorders (F40-48) were the highest (41.4), followed by psychotropic substance use (F10-19) in 21.3%, mood disorders (F30-39) in 14.8%, schizophrenia and delusional disorder (F20-29) in 12.2%, behavioral and emotional disorder of childhood and adolescents (F90-98) in 9.3%, disturbances due to psychological and physical factors (F50-59) in 0.6%, and disorders of adult personality and behavior (F60-69) in 0.4%.
The most common categorical psychiatric diagnosis in males was psychotropic substance use (37.2%), while neurotic, stress-related and somatoform disorders (61.1%) were the most common categorical diagnoses in females [ Table 2 ].
Among the 21.3% of the adolescents with substance use, opioid dependence (14.1%) was the highest followed by cannabis-induced psychosis (3.6%), alcohol dependence (1.7%), inhalant abuse (1.1%), amphetamine abuse (0.6%), and benzodiazepine dependence in 0.2% [ Table 3 ].
Neurotic, stress-related, and somatoform disorders (F40-48) were found to be more prevalent among adolescents from all the location settings, and highest (83.3%)among those in higher secondary school. Substance abuse was more common among secondary school students (27.9%). Schizophrenia and other delusional disorders, as well as behavioral and emotional disorders, were found mostly in the primary education group, frequencies being 16.4% and 14.7%, respectively (P = 0.009**). In regards to distribution according to location, mood disorders were more prevalent in those who resided in the urban areas (16.7%), while schizophrenia and delusional disorders were more prevalent in the rural areas (16.7%) (P = 0.045*).
discussion
Male preponderance in our study was consistent with findings of Anita et al.
[5] in her study. Choudhary et al. [6] also found more male patients attending psychiatric clinics. This is unexpected as most studies worldwide showed female predominance in psychiatric clinics (higher female vulnerability due to biological factors, stress, and social pressure). Male:female ratio (1.3:1) was similar to that found by Sidhu [2] of 1.6:1. Malhotra and Chaturvedi [7] reported 3:2 ratio between males and females which reflects more attention and care given to male children as also concern for the well-being of a male child.
Better information and better access led to majority (54.4%) of the study population belonging to the urban background which is consistent with studies of Sidhu [2] and National Mental Health Survey (13.5% urban and 6.9% rural).
Majority of the study population were in secondary schooling (55.9%) followed by primary level schooling, which is consistent with Vaibhav et al. [8] in his study (54.2%). Almost 90.3% of the adolescents were unmarried in our study, which also goes consistently with study of Sidhu [2] (91.2% unmarried). Shakya [9] in his study reported that the highest referrals made were from family medicine and emergency services, while patients reported by self and family were relatively higher (58.4%) in our study. It is probably due to more awareness about mental illness in the state, better family support due to joint family type, etc.
The most common diagnosis was found to be dissociative conversion disorder (16.5%), followed by other major psychiatric diagnoses such as opioid dependence syndrome (14.1%), generalized anxiety disorder (GAD) (8.4%), depression (8%), bipolar affective disorder (6.1%), schizophrenia (5.1%), attention deficit hyperactivity disorder (ADHD) (4%), cannabis-induced psychosis (3.6%), and conduct disorder (3.2%). Other diagnoses such as somatization disorder in 3%, adjustment disorder (1.9%), agoraphobia in (0.6%), and 0.2% in nocturnal enuresis, oppositional defiant disorder (ODD), phobic anxiety disorder, social phobia, and somnambulism, respectively.
The most common diagnosis in males was opioid dependence syndrome in 24.8%, followed by schizophrenia in 7.5% and 6.4% in both GAD and cannabis-induced psychosis. In females, the most common diagnosis was dissociative conversion disorder in 32.7%, followed by depression in 12.5% and GAD in 11.1%, respectively.
Khairkar et al. [10] reported that the most common psychiatric disorders were depressive disorders (3.73%), followed by nonorganic enuresis (2.18%) and ADHD (1.7%). In our study, the frequency of depressive disorders, nonorganic enuresis, and ADHD was 8%, 0.2%, and 4%, respectively. Dodangi et al. [11] in his study reported prevalence as follows: ADHD (11.9%), major depressive disorder MDD (4.6%), GAD (11.3%), ODD (2.4%), adjustment disorder (0.3%), obsessive-compulsive disorder (2.4%), separation anxiety disorder (1.6%), and social phobia (6.2%). Similarly in our study, frequency of the above psychiatric morbidities was found to be 4%, 8%, 8.4%, 3.2%, 0.8%, and 0.2%, respectively.
Sidhu [2] in his study found 6% of the adolescents having substance use disorders with more predominance in males (5.2%) as compared to females (0.8%). Vaibhav et al. [8] reported 5.2% of the study population abusing at least one type of substances. Shakya [9] reported 4% of the adolescents abused psychoactive substances. In our study, compared to the previous three studies referred to, the prevalence was found relatively higher (21.3%), opioid dependence remaining the highest (14.1%). Such a high percentage is due to continuous drug infiltration in Manipur from Myanmar and Thailand which is leading to drug hub prevailing here. Easy accessibility, lack of proper law, and order situation, insurgency problems disturbing the state, may synergistically lead to this high proportion of substance use disorders among the adolescents here. 
conclusions
In this state of Manipur, more than 19% of the population is in the adolescent age group comprising a population of little more than 4.9 lakhs. A significant proportion, apart from the medical concerns, suffers a lot from psychosocial problems and psychiatric illnesses in one way or other leading to a major hindrance in their smooth academic and social upbringing. Very few studies have been conducted to reflect the scenario and pattern of psychiatric morbidities in the state of Manipur. The present study aims to provide comprehensive data on the pattern of psychiatric morbidities in adolescents presenting in the department of psychiatry of this tertiary hospital of Manipur, India. Despite its limitations, we hope this study will be helpful in reflecting the psychiatric morbidity load in the adolescent group for helping them with early diagnosis and intervention.
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